LUX NULOJIX REFERRAL FORM REP

INFUSION NPI #: 1245503648 TEL: 877-567-8087 FAX: 877-567-8089
Patient Name SSN (last 4); DOB L] Male [ Female
Street Address Apt# City State Zip
Daytime Tel Cell Email Height Weight
Ship to Patient at [] Home [ Physician Office Primary Language []English [ Spanish [ Other
Allergies [] PMH (attached) [ Current Medications (attached)

PRACTICE NAME ADDRESS PRIMARY CONTACT

PRESCRIBER NAME AND NPI#

Insured’s Name Relation to Patient
Insured's Phone Number Prescription Card []Yes [1No If Yes, Carrier
Policy/Group# Bin# Pcn#

PLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDS
ICD-10 Codes:
Kidney Transplant Lung Transplant Liver Transplant
CNI Complications Pancreas Transplant Heart Transplant
Transplant Date: Medical History: []1Diabetes []Hypertension Blood Type:
Induction Therapy Type:

Epstein-Barr Virus (EBV) [Seropositive (attach copy of results) []Seronegative or unknown (contra-indicated)

PRESCRIPTION

IPnI;‘IuYssel(l:\llfj-\llc\)IJ|S?BDeIIE;ZceI:g|I-\?|JrI1X1 ggri?ﬁgzr D5W IV over 30 minutes or as tolerated BMS/PAT IDENTIFICATION 3

DOSE MUST BE DIVISIBLE BY 12.5 DIRECTIONS QTY REFILLS
mg/kg mg Day 1: Loading Dose Date Day 5: Date of Administration

] mg/kg mg Day 1: Loading Dose Date Day 5: Date of Administration

[l mg/kg mg End of week 2, week 4, week 8, & week 12 Expected Dates of Service:

[l mg/kg mg End of week 16 and every 4 weeks (+/- 3 days)

[l mg/kg mg | Initial Therapy: On day(s)

] mg/kg mg Maintenance Therapy: Every ____ weeks startingonday ____ (+/-____days)

Next Due Date

PHYSICIAN ORDERS - OTHER THERAPY

MEDICATION STRENGTH DOSE ROUTE DIRECTIONS QTY REFILLS (E‘ﬁm)
L] Simulect (Basiliximab) 0
[] CellCept (Mycophenolate Mofetil) 0
L] Myfortic (Mycophenolic acid delay release) 0

[] Prednisone

L] Other

SUPPLY DETAILED WRITTEN ORDER (DWO) CONTAINING: ANAPHYLAXIS, IV ACCESS,

CATHETER MAINTENANCE, LAB WORK ORDERS, AND NURSING ORDERS.

By signing this form and utilizing our services, you are authorizing LUX Infusion, its subsidiaries and their employees to serve as your prior authorization designated agent in dealing with medical and prescription insurance companies where allowed by law or contract.

Prescriber’s Signature (Signature required. NO STAMPS) AND Hand write: brand medically necessary, if needed Date
Prescriber’s Email Prescriber’s Fax

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute, or copy this fax. Please notify the sender immediately
if you have received this document by mistake, then destroy this document. Please direct all verification or notification to LUX Infusion or any of its subsidiaries using the contact information provided on this cover sheet. RFO71-NIT_v9.3 07/22

Please visit luxinfusion.com for more information
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